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An admiristratcr discu5?ses aspects or drug therapy 
with which special educators should be familiar* Briefly examined are 
administraticn term, factors affecting rate of absorption, dosage, 
interaction cf one drug wit'h ancther, druQ. tolerance , time ^factor 
and side effects. The iirpcrtarce of a teacher's monitoring of the 
druQ^ is streseed, and ex?^DDples of the types of teacher observation 
^l£ described- (CL) 
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Wliat are the Definitive Procedures and Instruments Used to Incorjwpate 
Cheraotherapy Orientation and Preparation for Kffective Team . Metnb(^fKh ip , 
During Insorvice and Preservico Training of Teachers and Adminis;^ rators.? 

/ 
/ 

During the past few'raonths, I have hvvn asking 5;tud^ts at Delta State 

/' . 

aad teachers in the public schools how much they nc^ed know about medications 

■ ■ . / 

children are placed on and how much do they currency know. I found four facts 

1. Thepe is a g6*rieral lack of kpowiV^^ about drugs and their 
effects on clilldreri. ^ / " • ' * 

2. M^iny teachers know something abmt drugs classified as \ 
stimulants and especi al ly' Ri talin when used to control 
hyperactivity, ^ / 

\ 3. Most teacher? are afraid pf^the side effects of driigs, 

. 4. Most teachers are oppgsed^to placing children on medication. 

ft is important for public sofcrool personnel to know about drugs because 

/ • • ' 

thc^ teacher plays a large ro^e J/ drug therapy. If drugs are ignored by the 
puijlid schools, their usefult/ess cftuld be diminished. Since there are over 
10,000 prescriptiqn druga/and another 10,000 over the counter drugs,' ft is 
c:ertain that a number/of children in most school systems will be on medication. 
Most teachers and/ndrainis trators are completely excluded^. from Lhe deci-Sion of 
placing thildr^ on drugs and have no contact with the person prescribing th^m. 
, ^Therefore, /school personnel' frequently oppose, drug therapy because of the lack 
of knowT^edge and lack* of communication. 

If the person prescrU)ing childhood medications has ski^'l and (expertise 

y 

in drug therapy with children and has much experience in this area, then 
^here may be no worry or concern that drug therapy is the most appropriate 
alternative* However, if the drug prescript ion has not been specifically 
^ trained in emationaL and behavioral problems ^of children^ y9u as the teache 

need to be more aw4tfe of potential problems and need to rifonitor behavior 

.♦ 

after drug therapy has begun. ^ y 
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In too rrfany systems, one or two people make placement *an4 

remedial education decisions* The best placement and remediation proce- 
dure-would be one of a mult idiscipl inary team approach where eacl^ iitrson 
workirjg* with the child of fers his or her own ^expett Ise in dealing 
children's problems. We are all experts in some areas but not^fc|very 
area so it would be great if group decisions could be made usin|^H|li ^ 
persoji'*5 expertise. As ary example, .a pediatrician is knowledgeab JJrobout 
health and iqed|jCation and can provide input from this frame of reference. 
If. a child has dietary or nutritional problems, nutritionist may help 
parents devise diets and menus that may be needed J^n the child's remedial 
procest>; A social worker may help with family problems and changing the 
home environment. A school psychologist can proyide input from the testing 
results workl-uR with emotional and behavioral problems. , The regular teacKer 
and special* educat ion teacher would be able to provide educational inpi4t. 
If the* experts work together, the best remedial procedures can be deter- 
mined. Then, maybe, we can say all children placed on drugs really need to be 
placed on drugs and the others will be treated with some other type of treat- 
raent. This is a long Vay off in many school systems. 

The teacher and administrator need.s to be aware of terminol'ogy concerning 
medications and also need to determine whether the child is progressing, 
maintaining himself, or ^r^egressing after being placed on medication. The 
rest of the paper concerns concept^ th.e teacher needs to know in order to 
communicate, about drug therapy. W 

It is important for the 'teacher to know about drug administration and 

related terms as many drugs are administered i*n the schools. Most drugs 

* '* • 

admir^tered in the school are taken orally in liquid , /tablet , or capsule 
form. The term, absorption, is used to inijlicate that the drug must be 
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soi'uable in the stomach or be changed into a fluid where, it Is carried into 
the intestine, passed through the celLs of the digestive tract and then 
passed into the blood stream. If the drug is already in liquid form, or 
in a solution, it tends to be more rapidly absorbed 'than tablets or capsules. 

There a-re several concerns*of oral administration of drugs. Some/drug5^ 
arQ poorly manufactured and may not dissolve or pass into the blood stream. 
Therefore, the drug cannot 'benefit the child. Other dru^s may lead to 
vomiting or .stomach problems. The. amount of drug in a tablet or capsule c^n 

'be calculated, but we cannot accurately predict how much of a drug will be* 
absorbed into a specific child's blo,od strcanu As a drug goes through the 

. circulatory system^ it is spread throughout the body. Much of the drug is 
in contact with remote segments of the body where no drug is 'needed. Otlier 
drugs cling to protein in the body and, the re fore , -miss contact with the 
segments we wish tb contirol. 

« < 

The rate of absorption can also be 'influenced by the following: changes 
in the acidity of the stomach; the presence of other drugs in the stomach; 
a less than adequate blood supply; illnyases influencing the rate food 
passes throu^ the system; and chemicals in the food which may slow down or 
speed up. the digestive process. Because of these problems^ it is frequently 
recommended drugs should be'admin istered one or fwo hours after eating. 

It is also ^important to know about absorption bet:ause if the drug is 

given at the wrong time, the effects of the drug may wear off and the child» 
• *■ 

may act'aa''^f no drugs have been administered. ,0r th^ child may get too much 

^- J " ■ • 

of the drug through overlap, creating severe problems. 

A dosage is the amount'of medication a child is- administered ^at one time. 

It is usually' assumed considerable information has-been collec^d about 

dosages before the drug goes on the market. However, this is often not tl\e 
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case. Much dosage infonuation is collected on aniraal exi^erlnients and little 
on humans^ Usually references using ctj^ldren have beeo made with experimental 
'studies "done on patients receiving too much of a particular drug* 

On widely u3ed drugs» we can fairly accurately^^es t imate the ^herapeut ic 
range* of the drug. This-;^owever , varfies widely because of the chemical 
make-up of 'each individual. Hut one cannot go with the average ' dosage" 
each individual is different and it is never known how a particular drug may 

^ 

affect a child. So when b^inning a child <)n a mecj^cation, one begins with a 
low dosage which is usually below the therapeutic^ range. The dosage is 
gradually . increase^d until the desired response is obtained. This is called 
titration. M^ications have recommended minimum and maximum dosages although - 
some children do not fit into these. If unwanted or intolerable side effects 
emerge, the dosage needs to be reduced or stopped. 

Seven to ten percent of allf special education ch i 1 dren^ receive more than 

» / 

one drug per day. .Frequently, one will find medications for behavior problems 
and convulsive disorders. However, one may also find a child on two medications 
with one, drug controlling the side effects of the other. Frequently, parents 
give a child over the counter drugs to combat various symptoms such as colds, 
flu, or headaches which could lead to intolerable drug interactions. 

' ;^ 

Two drugs interacting within the system may cause many problems. The 
absorption rate may be increased ot^ decreased. Serious side effects may > 
evolve. Some drugs inhibit the work' of another drug. Others may break down 
drugs. Tyo drugs may affect a child's system in the same way making the 
medications additive, producing a serious or^even fa^t^l outcome. Many 
parents are unaware of or do not think atiout potential interaction problems 
SO we need to remind and educate parents of this. . Share your information 
and concerns with parents and then they may be more willing to monitor behavior 
*at home aijd communicate more with the physician. 
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Each, person reaches a tolerance level at which point the same dosage 
of the drug no longer has ah effect on the child/ In some drugs, such as » 
Ritlan,*when this tiappens,- the 'physician usually just increases the dosage. 
Other children "show dramatic iinprove'ment on the medication then suddenly 
become completely immune. Tolerance level has bee.n reached. The tolerance 
level of some drugs is changed,^a^5 the child grc^ws and mofe and more drugs 
sare needed as the child's body size becomes larger. 

Repeated drug administrations may Increase tl>e rate at which drugs 
move thr^^ body. Some drugs stimulate the metabolic process, which 

is resp6nsible for the breakdown of the drug. The child then needs rao^e 
and more durgs to achieve the same effect. 

The length of time a child needs to b'e^on medication before the effects 
of the clrug can be assessed varies from child to child. Some responses are 
immediate while, others may take several wee^-ks before the effects are noted. 
Two weeks is usually an adequate trial period unless the side effects are 
so devastating the drugs need to be ceased. EacH child r\eedg a drug-free 
period durihg the year in which he goes off the medicat i o^5^* During this 
time an assessment can be made for ij^ontinuing a child on drugs. It is 
always possible- the child may be cured and does not need to continu»e.on 
medication, Unfortunately, many children do not receive this "drug vacation." 

* All drugs have- side effects. ^ SoJne ^re trivial while others seriously 
impair the child's health. Some side effects begin soon after drug therapy 
has begun while other side effect^ may go unrecogni-zed for months or years, 
A desired drug- effect for one perso.n may be an adverse effect for another, 
person. There aVe various'^ types of side effects. One type is a functional 
\ side effect which causes a change in the function of an organ such as the 
side effects of the nervous system which may produte *headkches, slurred 
spe^chr^poo^ coordination, ax dizziness. These are reversible and go away when 
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when the drug adminis.tration Is ktopped. A second type of side effect is 
;bi6cheraical, where reactions are associated with various organs. An 
example of this type of reaction could be- an alteration in the balance of 
hormones in the body or "changes in blood coagulation. Thi^^ype of reaction 
is usually ?everaible after treatment is stopped. The third type of side 
effect change is the most serious and changes the structure of an organ. 
An example of this could be alcohol changing the structure of the liver. 

Many teachers are interested in fir^ding a source book to become 
knowledgeable about what side effects to watch for. First, the teacher^ 
needs to be aware of generic names and. trade names to know what is being 
talked about. A generic name is the scientific name while the trade name ^ 
is the registered ^ trade mark of the manufacturing company. IT^ually 
parents know the trade name of ,a drug and use^t^is name when discussing 

the drug with the teacher. ' 

The best source of drug information is- the Phj/s_icjan_;^ ;Dj^k Ref eren^c^ 
whicfc includes sections on product names, identification, classifications, 
and information, generic and chemi cal ' names . and a guide to the mariageraent 
of a drug overdose. Other books such as Children On Me dicati on: A Ijcimer^ 
'for SchooJ^ P^rsonjiel by Kenneth Gadow and published by CFX are aTso available. 
In order for ■ drugs to be most effective, teachers need to get information 
. from physicians and to feed back informatign, to them about the child's 
behaviors and observed side effects. The teacher's monitoring may make a 
difference as to whether the medication is changed, kept the same, or 
discontinued. Teachers receive little training- regarding psychotropic and 
anti-epileptic drugs. Physician, teacher, and parent .interaction is limited. 
. Monitoring and evaluation procedures and instruments are poor. So t;he teacher 
is in a poor position to receive and provide good drug information. • ' . 4^ 
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In order to Improve upon communication. It is recamraended before a 
child is placed on medication the teacher declj^es exactly what the child's 
behaviors are. The teacher should define the behaviors that bother her*, the. 
most in exact behavioral terms, so that anyone can observe the behavior and 
know^' that it has occured. An example of how to keep track of the -bothersome 
behaviors is presented 'iu Handout 1. The teacher should keep records on the 
child's behavior before, during, and after drug therapy. This way the^teacher 
determines whether the behavior decreased, maintained, or increased afte»^ 
drug therapy was begun. 

A second procedure Is^ presented in Handout IT. This is an example of 
a, behavior checklist to record schoo^ behavior that can be used also or can 
be devised to meet one's own needs. The child's behaviors are observed and 
a check mark placed in the appropriate column indicating the prevalence of 
the behavior. This should be completed before drug therapy is begun, period- 
ically during drug therapy, and then after drug therapy has been terminated. 
By doing this, one can easily determine changes in the child's behavior 
before, during, and after drug therapy. If behavior changes to. the better 
^)ice of treatment. However, if behavior changes for t-he worse, or if 
serious side effects evolve, drug therapy may have been a poor choice of 
treatment. Likewise, we can dt^terraine if the appropriate decision has been 
made to take tWe child off drugs. Another form one could use would be 
"Conner's Abbreviated Teacher Rating Scale." 

Many teachers complain that physicians a^d psychiatrists do not want 
teacher input and do not want to communicate with the teachers. If a physician 
or psychiatrist refuses to discuss the teacher^s information br to consider the 
informatJLon in prescribing medication, the teachers can, advise the parents 
to se^ a different physician or psychiatrists Teachers should keep an 
open di'klogue \Jit^^^^ or several physicians in the areaT This could then 
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be a person to whom 'parents cauld' be referred . whon their own physicians . 
are uncooperative. , • ^" 

It is not Important to know every piece of information about a child's 
background and everything that has ever happened to the chi^d. ^ In fact, 
one^inay know too much abouya child whicfi may bits one's expectations a^bout~ 
the child's ability and performance. But one should know enough information 
about the child's background and ability levels so the teacher can tell if 
the Vhild is functioning better or worse on drug therapy. As arfexample, 
a child with poor gross motor control problems such, as hitting or' 
catching a ball or fine motor problems such as holding a pencil appropri a^^'ly^L 

before going on medication and conMnues to have those probfems after 

i _ * 

medication has begun, it can be said medication is not causing the problem. 

/ 

However, if the child Is placed on mo<^iration wi thout^o^or problems 
and develops them after medications have been inl t i ated , -one could say the 

t 

medication is causing the motor problems. There is then no reason to try 

to remediate the problem because the problem will be eliminated when drug <r- ^ 

therapy ^s ^qt;minatod. 

The teacher also needs to know about drug classifications and the reasons " 
for using particular drugs. This information has already been covered in the 
other presentations. 

The final type of information the teacher needs to be concerned about is 

•> 

research indicating the effects of drug therapy on children in school. The 
most recent review of research on psychotropic drugs and learning problems 
was by Aman- in the February, 1980, Journal of Lear ning Di_sabll i tie s . He 
found that" on stimulants, attention span, paiijd ^s.-^ciate learning, short- • 
term memory, and impul^lvity" improved. There was|enerally no great improvement 
in IQ, perception, and language ability. changes were shown in 

attention span, short-term me^mory, and cogi^fLve style Jhen the child was on 

10 



ant i-depressants» Intellectual and perceptual functioning siiowed minimal 
changes. In . ant ipsy chot ics , there are cont rad Ic U>ry reports on'attentlon 
span and improvement of behavior. Lo'ng-term stu(5les failed to^docum^t 
i^'tiug educational gains as a result of any of the commonly used drugs- 
Studies comparing treated children to unmedi cated hyperactive children are^ 
generally unable to document any educational gains owing to the drugs. 
This then suggests if a decision to medicate is made exclusively on the 
basis of behavioral improvements, the cognitive and intellectual effects 
of the treatment may be quite unpredictable and drugs should be used only 
with utmost care and documentation of behavior. 



\ 
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I j ,,. Handtou'tt 



Defipe in exact tenxiS what 



the ^i'hila does* do so that ejch time the behayio/ 
anyone can observe that ttv^;/;^h^h.iy ioV has o^cured. sure to define each behavi 



occurs'- 
or 



you ' concernea with. » ' 

7ii s^i/ 



Example : If John ^ets'Ai^^ (^|S^ froqijently, and this behavior Is one you wish to ^ 
control '^define it, eM]!' tlforA.^<'John lift's hi's posterior six inches off the chair., 



he Is consi^re(|^to be/Ou^;bf seat. You can simply record this bcHavior in chart 



form to do t e.ij^fVj^^i the' b^ehavior is lihcsreasing, d(?croasing or Tnaintalnlng ltse;lf. 



J 



FREQUENCY. 



ADrll 15 ■ l' Un '1' 






April 16- . •( 1 


\ I ^ ■ . ■ ■ 


11. 


ML/-J^_ 


- ■ 7 ' cr. 

April 1^ ''^'^ ^ 




, //// 




April 18 >^ 






III/ 


April 2.9 I ^ 


W1 1 ^ ■ 


7/ ' 


LHiJU 



If behaviors p^^x with'more regularity at particular periods, then record on fJaily 
period ch^irtjf 

^ Name John Jones 















Date Aprii'|l/ * 












BEHAVIORS 


PERIOD I 
MUSIC 


PERIOD II 
LANGUAGE 


PERIOD III 
• PLAY 


^ PERIOD IV , 
MATH 


TOTAL 


OUT OF SEAT 


/ 


nil 




, 7//:,:.. 

— — ^* ■ 


10 


HITTING OTHERS 




I , ■ 


til 




4 


TALKING OUT 


// 


7 

if 

— . . 




/// 

, — . ^. 


7 


T9TAL frequency' 




7 ^ 


5 


6 


21 


' / 




> 


:^ 
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Hindbu^ n 



» f 



' .GHllD'S NAME 



SCHOOL B^HAVrOR QliEtKLlST 

INFORMANT 



0 



DATE FC^RM COhlPLETE'D. . 



cHronologicai: age 



INSTRUCTIONS: ♦Cdmplete this cHocklist by considering the chi 1 d ^ s rbehav-iors since 
the l"ast time you ^compl e t ed the checklist. Check the box which.be^t describes, 
the chljld*'s bej^avlc^;^ ^Other obserVat ions ancf. notes should be wrl,tteni^at the 
bottojn. \T\\is checklist should be compl et?ed' before -drug therapy is initiated^ 
during drug therapy , '.and ^fter drug thpra^iy'has be(in terminated. 



BEHAVIOR S 



FREQUENCY . 



1. Mood changes 

2. Short attention 
span 



3. Easily frustrated 



A, Demands attention 



5. Disturbs others 



6. Interacts with 
others 



■Frequently- 
observed 



Occasionally 
observed 



Seldom 
Observed 



7. Hyperactive 



8/ Temper tantrums 



9. Distractible 



1.0. Impulsive 



11. Depressed 



12. Nervous 



13. Sleepy 



1^- w Aggressive 



15. Fidgety 



16. Complains of not 
feeling well 



Never • 
Observed 
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Describe^ any changes in, the child's academic perforniance 

13 



